arm, has not progressed and has indeed got rather smaller. Since beginning the potassium iodide, however, the largest ulcer has become larger and the black areas of necrosis have also increased.
Dr. Benjafield and I thought that perhaps the sections showed the spores deep in the tissues: that the early lesions which precede ulceration may lie deep in the dermis, and that it is these lesions which look like periarteritis nodosa. The points against the diagnosis of periarteritis nodosa are that it is a local lesion of the skin and there is no constitutional or systemic disease; in the second place there are no skin nodules to be felt. It is for these two reasons particularly that the alternative diagnosis of blastomycosis suggested itself to me.
Dr. J. D. Benjafield: I removed a small scab at the edge of a lesion near the right elbow. After softening in 10% liq. potassii hydroxidi this showed numerous double-contoured rings and various other pieces of fungus. I also prepared cultures from the pus from the floor of a lesion on plates of maltose-agar. These yielded a pure and copious growth of fungus at room temperature, which macroscopically resembled Candida albicans. Subsequently this culture was handed to Professor Duncan, who had suggested that it resembled Candida albicans but later, on subculture, stated that the fungus exhibits the characters of Endomyces (non-pathogenic). The other point that may be of interest is that I handed over a culture of the fungus to the bacteriological department of St. George's Hospital for animal inoculation.
POSTSCRIPT.-An emulsion of the organism was given to two guinea-pigs intravenously. No apparent effect was produced.
Dr. Ernst Sklarz: I examined fresh preparations under the microscope and later on the cultures and was convinced that the fungi were blastomyces. They were as typical as any I saw in Professor Buschke's laboratory at the Rudolf Virchow Krankenhaus in Berlin, where we received material from all over the world, as it was Buschke who in 1894 first described skin blastomycosis in man. Skin blastomycosis -in veterinary medicine was not unknown, and human cases are not as rare as is sometimes supposed.
The case demonstrated to-day could also be diagnosed clinically as a fungus infection; the black sloughs are a little uncommon but could be explained by superinfection.
Dr. H. R. Vickers: We have had about six of these cases in Sheffield during the last two years. They have been collected by Dr. Sneddon and I do not know the exact details of them all. The case now shown is characteristic of some of those we have been seeing. The disease starts with small raised hemorrhagic nodules occurring anywhere on the skin. Sometimes these nodules disappear; in other cases they go on to produce ulcers, either on the skin alone or affecting the deeper tissues. I think that the majority of the cases had received sulphonamide and all but two have died. One patient at present appears to be controlled by anti-histamine drugs but the outlook in these cases is very depressing. I have no doubt at all that this is a case of periarteritis nodosa.
Dr. Sydney Thomson: I fail to see why we should be told that this is a typical case of blastomycosis. The picture here presented is quite remote from that appreciated by those of us who have seen some of those cases. There are no signs whatever of the typical papillomatous changes, no obvious granulomatous infiltration and no traces of the intra-epithelial abscesses which form so typical a part of the histological picture. So far as the organism is concerned, we should remember that a common and very misleading secondary fungus is the chlamydospore, particularly in chronic ulcerations. This case would seem to be identical with the cases of periarteritis nodosa seen in Sheffield and elsewhere.
For Diagnosis ? Dermatomyositis.-A. LYELL, M.B., and C. H. WHITTLE, M.D.
M. L., aged 22. This previously healthy man's illness started seven years ago with " rheumatic fever". The pains were universal and lasted two months.
Two years later he had a more severe attack, with generalized and agonizing muscle pains, and paralysis. During the attack his face swelled, and for a week he could not see for the edema of his eyelids. He sweated profusely during the illness, which kept him in bed for a year. His weight at the start was 12 st., and at the end 7 st. 5 lb.
Recovery was slow and was complicated by the gradual appearance of skin changes, which involved particularly the region of the shoulders and the calves.
He now presents the following changes in the skin: The texture is altered owing to a thickening and toughening of the corium; because of this the biopsy of the calf was extremely difficult, the injection of local anTsthetic slow and painful; the corium cut with difficulty, and the wound gaped and was hard to close. Failure of the inelastic skin to conform to the movements of the arm is perhaps responsible for the ulceration round the shoulders ( fig. 1) . A mauve mottling ofthis region, andalso ofthe forearms and calves, shows up better in the cold; the calves in addition are brown. Some of these lesions are tender. In the last few days tender nodules have appeared over the forehead and forearms. fig. 3) . Dr. A. M. Barrett, the pathologist, considered the picture compatible with polyarteritis nodosa, though involving unusually small vessels.
A ground-up nodule was sterile on culture (Dr. Gleeson-White).
Dr. H. W. Barber: My opinion is that this case, like my own, is one of widespread periarteritis nodosa affecting the skin. I understand that the patient had previously been given sulphonamide for his acute illness (? acute rheumatism).
Dr. F. Parkes Weber: The diagnosis of dermatomyositis does not exclude by a long way the diagnosis of periarteritis nodosa. They are very much allied and it is quite possible that periarteritis nodosa might be a feature at a stage of a case of dermatomyositis.
Dr. H. Haber: The vascular pattern seen in that case reminds one of Ehrmann's livedo racemosa, a condition first found in tertiary syphilis. But other conditions affecting the cutaneous vascular network may produce the same clinical picture. (Tb. endocarditis, exposure to cold.)
Histologically there is usually an obliterative endarteritis to be found situated between cutis and subcutis.
Dr. R. T. Brain: Dr. Haber has not mentioned that he himself has done some original work on this condition. From what I have seen of the histology of periarteritis nodosa, I think that other inflammatory conditions can produce vascular lesions which may be attributed to this rare and obscure disease.
Balanitis Xerotica Obliterans.-P. D. SAMMAN, M.R.C.P. (for J. E. M. WIGLEY, F.R.C.P.).
H. P., aged 60. History.-Throughout his early life this man had a tight prepuce which would retract only with difficulty and at times with tearing. He was married in 1917.
In 1935 he developed a wart on the prepuce which was treated by circumcision. The glans penis at that time was normal.
In 1937 he noticed some scaling around the urethral orifice which cleared in a matter of weeks.
1938: There was some scaling of the glans with formation of hard skin. As the scale disappeared the skin below was normal.
1942: A small raw area developed when a scale separated and this healed with the use of powder.
1944: Other raw areas appeared and healed more slowly. December 1948: Another raw area formed and has persisted up to the present time. Throughout he has had no pain and no loss of sensation. There has been no reduction of the urinary stream.
On examination.-The shaft of the penis is normal and there is little abnormality of the corona. Over the remainder of the glans the skin is shiny and atrophic; in places there is some thickening and evidence of previous ulceration. On the under surface near the urethral orifice there is an ulcerated area with sharply defined margin. Normally the ulcerated area is dry but at times there is exudation. The urethral orifice is only slightly stenosed.
The President: I showed a similar case to this about two years ago. Two years ago patches of a different colour appeared and have gradually increased in number, becoming confluent in places. They are slightly raised.
One year ago the ankle began to swell during the daytime, subsiding after a night's rest. This cedema has been slowly progressive. The right leg has not been involved.
On examination.-There are a number of plaques of a reddish-blue colour on the left ankle and one on the second left toe. Several are discrete, roughly circular and 1 cm. in diameter with clearly defined margins; they are slightly raised and infiltrated, others have become confluent giving a large irregular plaque. In addition to these plaques there is a patchy pigmentation of the ankle and considerable cedema.
Treatment has been small fractional doses of X-rays. Histology (Dr. Henry Haber).-The epidermis is normal. The upper part of the corium exhibits a granuloma consisting of newly-formed small vessels, some of which show proliferation of their endothelial linings leading to obliteration of the lumina. Furthermore,
